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sentation or encounter, and they are specifically intended to reflect both physiologic derangement and anatomic dysfunction. Various other researchers have evaluated the PTS in both prehospital and hospital settings (Ford et al., 1988; Ramenofsky et al., 1988; Aprahamian et al., 1990).
The PTS is intended also to be a scoring protocol or short checklist that will assist in decisions regarding the potential use of considerable resources (e.g., when patients need to be transported from one hospital to another, higher-capability facility). Because its components are objective indicators of clinical status, without elements that might reflect socioeco-nomic or other considerations, its proponents argue that the PTS provides a useful mechanism for improving the operations of regionalized trauma systems and for tracking the appropriateness of transports and transfers (Tepas, 1992).
Other Pediatric-Specific Measures
Problems with applying the CRAMS score to children led one hospital to develop, as an alternative, a criteria-based Children's Trauma Tool (Kitchen and Haubner, 1989). The triage-revised TS (Eichelberger et al., 1989b) takes account of physiologically higher respiratory rates in children younger than 2 years but is otherwise equivalent to the RTS. Efforts also are being made to develop pediatric norms (based on children 14 and younger) that might replace adult norms in TRISS pediatric survival predictions.
Applications
Triage
The ISS is often regarded as a "gold standard" measure of severity of injury (mainly for adults but arguably for children as well), and it has been used to validate pediatric applications of such measures as the TS, RTS, and the PTS. The final ISS score cannot be calculated, however, until patients have been fully evaluated in a hospital setting; hence, it is not itself a triage tool. By contrast, the TS (or RTS) is intended to be (and is widely used as) a triage tool in the field, and some advocate that EMS systems routinely collect its component data elements (Morris et al., 1986). A related tool, the Triage Decision Scheme, is a flow-chart instrument designed to help emergency medical technicians (EMTs) make prehospital evaluations and decisions (chiefly as to whether to take the patient to a trauma center or evaluate and proceed under medical control) (NAEMT, 1990).
Many of the trauma measures, including the TS, have been criticized as being insufficiently sensitive or specific to be useful as prehospital trauma prediction rules. Using it only on an adult population, Morris and col-jury and soft tissue loss). These components are intended "to quantify injury by the numeric gradation of anatomic, physiologic, or functional derangement" (Tepas, 1989, p. 65; Reynolds, 1992). These variables reflect what clinicians regard as the most predictive indicators of how severely injured a patient might be, based on initial pre-d versus observed" approach to assessing performance is essentially the tactic used by the Health Care Financing Administration in calculating and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
